THE patient is a girl aged 5. The head, neck, trunk and abdomen show no deformity nor wasting. The upper limbs hang at the sides with elbows extended, forearms in a position of mid-pronation and wrists flexed, the whole limb being rotated in. The pectoral muscles appear well developed, but the deltoid and posterior scapular muscles are much wasted. The muscles of the upper arm are moderately developed, those of the forearm and intrinsics of the hand are very feeble. The wristjoints are flexed to a right angle, the fingers being held fully extended. The right and left arms are very similar in appearance and in the mobility of the joints, but the left is slightly smaller and shorter than the right. Most active movements are possible through a small range. At the shoulder-joint abduction can be carried nearly to a right angle, strength being poor. Adduction is fairly strong, being the movement most used by the child. Rotation in and out are both present, but very feeble. The action of the serratus magnus appears to be normal. Extension of the elbow is present but weak. Flexion in the right arm can be carried out from the fully extended position to an angle of 35°. In the left elbow the movement can only be carried to 160. These movements through this limited range are fairly strong. Pronation of the forearm is complete and fairly strong; supination weak and possible only through a small range. At the wrist-joint there is a small range of weak active extension. The flexor muscles appear, however, to be quite strong. The movements of the fingers are very limited, but extension, flexion, abduction and adduction of all the fingers appear to be present, being better in the right hand than in the left. The adductors of the thumbs work quite strongly; the child is in the habit of holding things between the thumb and the palm or between the index and middle fingers. The latter fingers are concave towards each other, probably as the result of this use. In the lower limbs there is a dorsal dislocation of both hips. The knees are held fully extended, and the right cannot be flexed at all; the left can,be flexed voluntarily through a small angle. The. feet show a talipes equinovarus partially corrected by operation. The muscles of the lower limbs are weak throughout-those on the right side being the worse. No knee-jerk
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The condition of the upper limbs in this case is one which I have now seen several times, and have been in the habit of calling "seal flapper" deformity. In the cases that I have seen the condition of the lower limbs has varied. In most there has been a congenital talipesin some a dislocation of the hips and in some stiffness of the knees. In one case there was a spastic condition of the lower limbs. The deformities of the upper limbs form a sufficiently definite type to deserve differentiation under a specific name, although the pathology of the condition is apparently unknown.
Case of Sternomastoid Tumour in a Child born by
Casarean Section.
By H. A. T. FAIRBANK, F.R.C.S. THIS child, aged 4 months, presents a hard fibroid mass in the lower part of the right sternomastoid. There is at present no torticollis. Dr. Hubert Roberts has kindly furnished notes of the birth of the child. The mother was extremely ill with vomiting, convulsions, albuminuria, and finally coma. Cmsarean section was performed to save her life, and in this the operation was successful. The head was tightly engaged in the pelvis and considerable difficulty was experienced in extracting it. In Dr. Roberts's opinion the injury of the sternomastoid muscle most likely occurred in disengaging the head from the pelvis and not as the result of uterine contraction during the removal of the child.
DISCUSSION.
The PRESIDENT: The theory as to whether the sternomastoid tumour is. of traumatic origin is still a matter of controversy. I have never heard that there could be so much obstruction.to delivery by Casarean section as to cause an injury to a muscle.
Mr. LAMING EVANS: Is it not possible that this is a case of true intrauterine wry-neck ? The time appears too short to account for the contraction
